THAT pneumococci are soluble in bile has long been known to bacteriolcgists, and it is also true that a 2% solution of sodium taurocholate sterilizes cultures of pneumococci. So far as I know, these facts were never applied to clinical medicine until it occurred to me to try the effect of introducing bile and sodium taurocholate solution into the chest cavity, after aspirating pneumococcal pus.
In the earlier cases very small quantities of sterile bile were used, for fear of possible toxic effects, either from the presence of the bile itself, or as the result of the solution of pneumococci. Experience has shown that children can tolerate amounts up to 20 c.c. of a 20% solution of taurocholate of soda without ill-effect. I now believe that the best plan is to treat these cases intensively (see Case IV).
As soon as it is obvious that the chest contains pus, I inject 20 c.c. of a 20% solution every other day until the pus becomes sterile or the cultures from it are feeble. Aspiration of a convenient quantity of pus is carried out just before the injection. Six cases have been treated, four with complete success. The failure in two cases was due to the introduction of a secondary infection from the skin (Staphylococcus aureus). Up to the time of the onset of the secondary infection, both cases were doing well, but it was considered wiser to drain tbem, and both recovered satisfactorily.
The occurrence of the staphylococcal infection, was, in my opinion, due to the use of an ordinary exploring needle of large bore. No secondary infections have occurred since a fine trocar and canula have been employed instead. I think that this is an important point in technique. The reason for it is that occasionally an exploring needle punches out a small area of skin and pushes it into the chest. This is less likely to happen with the use of a trocar and canula.
I have tried taurocholate in streptococcal infections and have found it valueless, but I am hopeful that it may prove of value in other local pneumococcal infections.
For instance, in one case of pneumococcal arthritis I introduced a 2% solution of taurocholate into the joint, and it settled down very rapidly subsequently. I propose trying the method in cases of pneumococcal meningitis, but so far have had no opportunity.
I make no claim as yet as to the value of the method, but I think these preliminary results warrant investigation on a rather larger scale. No complication of importance has occurred; an irritable rash like measles developed in one case.
The following are abbreviated reports of the four cases shown. They have all been controlled radiologically, and seemed to have returned to normal health with no deformity of the chest, and actually with no opacity in the recent skiagrams. I. D. L., a girl, aged 3 years. Admitted to hospital, 24.11.32, with signs of early pneumonia at the right base. Two days later there were signs of consolidation at the left base. Crisis on November 30. Slight rises of temperature persisted for a week. On December 9 the left chest was explored with negative results.
II. N. C., a girl, aged 5 years. Admitted to hospital, March 7, 1933; had developed pneumonia one month previously to admission (her mother developed it two weeks later and died on the day of the child's admission to hospital).
On admission there were signs of a massive left empyema. The child was very wasted and ill. Heart much displaced to the right. The temperature settled after aspirations of April 3 and 5, and remained normal until April 20, then rose to 100, but returned to normal immediately after first injection of taurocholate and never rose again.
This case is particularly interesting as an attempt was made to cure the empyema by repeated aspirations (on four occasions, from April 3 to April 18); taurocholate was only used when it became apparent that aspiration alone was unlikely to cure. IV. P. T., a boy, aged 51 years.
Admitted to hospital, March 25, 1933, having had symptoms of pneumococcal septiceemia three weeks before admission, from which he rallied well.
Signs of right empyema one week before admission; pus found on exploration. Temperature normal throughout. General condition improved consistently. On April 5 a widespread rash suggestive of measles developed (no fever, no Koplik's spots, and no catarrhal signs). This rash recurred at intervals for a period of three weeks.
POSTSCRIPT.-Since the above notes were written, Dr. Reginald Lightwood has drawn my attention to some abstracts of papers publisbed by Cocchi in La Pediatria, 1931 Pediatria, , cix, 1162 dealing with the treatment of purulent pleurisy in children by aspiration and injection of taurocholate of soda. Cocchi had apparently had almost complete success in fifty cases treated in this way. My results may be taken as confirming his.
Congenital Chronic Duodenal Obstruction with Peritoneal Bands.-FRANCES BRAID, M.D.
N. S., a boy, then aged 4' years, and weighing only 23 lb., admitted to hospital in September, 1931. From early infancy he had suffered from frequent attacks of vomiting, associated sometimes with constipation and sometimes with diarrhoea.
He was fed " through a bottle" for two and a half years and any attempt to give solid food caused vomiting. This difficulty with regard to solid food persisted and if forced to swallow it he vomited immediately. Sometimes " he held his stomach " as if in pain. X-ray examination showed one-third residue of meal in stomach after ten hours. Laparotomy (Mr. Scott Mason) October 12, 1931, revealed a large stomach with normal pylorus, long first and second parts of duodenum, and peritoneal bands causing a kink in the duodenum itself and at the duodeno-jejunal flexure; these bands were divided.
The child made very slow progress during the following twelve months. In that time he gained only 2 lb. During the next six months he gained 3 lb. and his symptoms diminished more rapidly. They have now practically vanished and he takes ordinary food.
It seems that the peritoneal bands were only partly responsible for the obstruction, and his present more rapid progress (at the age of 6 years) corresponds to the spontaneous improvement noted about this age in the arterio-mesenteric group of cases of duodenal obstruction.
Di8cus8on.-Dr. R. MILLER said that the fact that improvement was slow at first after the operation, though it was now becoming more satisfactory, suggested that there was some other obstructive factor besides that of the bands. Arterio-mesenteric compression might also be present. This was a difficult thing to recognize at operation, and would be specially so where duodenal bands were found and regarded as sufficient cause for the symptoms. The child had now reached the age when spontaneous improvement was likely to occur with regard to arterio-mesenteric compression of.the duodenum, and perhaps this explanation accounted for the sequence of events in this case.
Dr. PEARSE WILLIAMS said that it was difficult in these cases to interpret the skiagrams, especially with regard to the small portion of barium which formed the residue in the duodenum. He had noted in the case of two young adults with this condition that the presence of air with a barium residue, caused by aerophagy, had greatly facilitated the reading of the picture, as the duodenum had thereby become outlined, as was the colon in a shadow film after a barium enema. He suggested that it might be of value in the infant and
